Introduction
There is a groan of apprehension among the ward staff when one of their colleagues is admitted to hospital as a patient. The 17 JULY 1982 187 employees from our own hospital were compared with other hospitals' NHS employees and, finally, doctors or their wives who were employed by our hospital were compared with doctors or wives employed elsewhere.
In the second part of our study we looked at the way the three groups were managed during their pregnancies and deliveries.
Rather than scoring a series of "good" and "bad" obstetric management decisions we approached the problem of patients receiving different treatment from the viewpoint of what an average mother might like from the NHS during her pregnancy. For instance, she might like to see the same doctor in the antenatal clinic, have her perform the delivery, and even stitch the episiotomy. Afterwards, the mother might like a single room and to have an experienced paediatrician examine her baby. Using these criteria we evolved a special treatment score. The following points all scored one point, and a patient's maximum score could be six. The points we used were:
(1) Being seen by the same obstetrician for most (over half) of visits to the antenatal clinic.
(2) Having some form of identification in the notes denoting to the medical and nursing staff that the patient was unusual in some way -for instance, "registrar to see" or "Call Dr X when patient is admitted." The scores for each group were expressed as percentages. As the proportion of natural births in each group was similar, the effect of compressing the score artificially because of a high rate of forceps or caesarean section deliveries is probably not as influential as we had first feared.
The scores for the three groups were compared using a Mann Whitney U test. As may be seen from table II, doctors and doctors' wives do significantly well in terms of their "special treatment score" when they are compared with nurses, teachers, and lecturers. Teachers (n= 109) 14 (13) 0 (0) 14 (13) 35 22 Significance values using a chi square test for non-parametric data: *Doctors and doctors' wives v teachers and lecturers p <004 (X2 402 with 1 df). tDoctors and doctors' wives v teachers and lecturers p <0001 (X2 = 17-9 with 1 df).
$Doctors and doctors' wives v teachers and lecturers NS. §Doctors and doctors' wives v SRNs p <0-01 (X2= 6-38 with 1 df).
doctor's wife. Although our own assessments may have been biased because we knew the occupation of the patients, we should have influenced the results consistently, as we were testing the assumption that it was doctors as well as their wives who had more complications from their illnesses than one would expect. Similarly, one of our reasons for adopting this particular experimental approach was that we wished to cause as little disruption of normal ward behaviour as possible, so that the nurses did not know that their own notes had been used as a measure of behaviour. Because of these points, we think that we have observed a real difference in nursing and medical staff behaviour towards one group of their patients. Because of the limitations imposed by the design of our study, we conclude that this difference in behaviour is not related to social class, parity, race, or age, and may be related to the occupation of the patient's husband.
What is more intriguing is why the nursing and medical staff should view minor psychiatric problems so differently. In all three groups comments are duly made about unusual behaviour in the mothers, despite the different ways in which the problems arose. The way these problems were subsequently managed, however, differs. An explanation may be that the medical staff do not perceive the doctors' wife as their patient, as she has a live-in physician who will look after her and her baby. Nevertheless, her husband expects her to behave very differently from his own patients, and consequently she is effectively ignored by everyone dealing with her emotional care.4 5 On the other hand, the physician-wife is hardly going to think of herself as a patient, let alone in need of medical help. 2 3 What is clear, however, is not that being a special patient is particularly harmful but that by not recognising this type of patient quite obvious and simple problems may be missed.
There have been many reports on the cost of anaesthesia over the past 20 years. Simpson ' and Bailey2 in 1978 The total drug bill for 1980 was C44 032. Between them nitrous oxide, thiopentone, fentanyl, and halothane accounted for 56% of this (table I) . Nitrous oxide, in clinical use since 1867, still remains the largest single item on the anaesthetic drug bill. It is used instead of nitrogen to provide the non-oxygen content of each tidal volume. It is also an excellent analgesic (300-360 1/h may be used in each anaesthetic). Despite a view currently held by some anaesthetists that in the future anaesthesia will be totally intravenous, nitrous oxide will probably remain a constant ingredient in the vast majority of anaesthetics. The figure for halothane was 112%, compared with 37-1% in Sheffield in 1966,4 the fall being due partly to awareness of its potential dangers, partly to a reduction in cost from £9-96 per 250 ml when it was introduced to £6 4 per 250 ml, and partly to increased use of neurolept and local anaesthetic techniques.
Fentanyl contributed 11 5% to the total drug bill, and muscle relaxants 22 3%, as compared with 5-3% in 1966.4 The expense of the most recent inhalation agent, ethrane, at £28-75 per 250 ml, accounting for 4-7% of the total drug bill, should be contrasted with the price of trichlorethylene at £1 4 per 500 ml.
The current cost of anaesthesia for a major operation such as a hysterectomy (table II) lasting an hour was £3-01 when halothane was used, increased to £4 96 when fentanyl was used, but more than
